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[Clinical Information]
Patient initials or identiﬁer number:
86 y/o female
Relevant clinical history and physical exam:
CC: Acute chest pain for more than 20 minutes without relieving factor since one day
prior to admission
PHx: DM, HTN, Hyperlipidemia, Intermittent claudication
PE: With normal limited
Relevant test results prior to catheterization:
Initial cardiac enzyme normal (CK, CKMB, Troponin I)
EKG: NSR without STT changes
Heart Echo: Preserved LV function without MR
CXR: No pulmonary edema
Relevant catheterization ﬁndings:
CAG: RCA: insigniﬁcant stenosis
Distal LM bifurcation critical stenosis. Middle LCX severe stenosis.
Arteriography: Mid abdominal aorta near total occlusion
[Interventional Management]
Procedural step:
1. We did CAG from R’t radial artery with Fr.6 terumo sheath with revealed
CAD LM and middle LCX disease. CABG was recommended but strongly
refused by patient and her families because of age and surgical risk. She was
given dual ASA and Low molecular weight heparin.
2. Acute chest pain occurred thus emergent PCI done on the next day. Cardiac
enzyme elevated with EKG ST depression observed. Blood pressure drop to
80-90 mmHg. We planned to do emergent IABP assisted PCI. (We also
prepare PCPS in the cath lab)
Fr. 8 Terumo sheath placed from R’t common femoral artery but the wire couldn’t pass
the middle abdominal aorta. Arteriography showed critical stenosis of abdominal aorta.
We introduced the control V-18 wire followed by balloon angioplasty with Mustang
8.0 x 40 mm balloon. Volcano IVUS check After POBA and then we placed IABP
from L’t common femoral artery and inserted Fr.8 JL 4 guiding catheter.
After engaged, we inserted the Fielder FC wire to LAD and did balloon angioplasty
with Tazuna ㄓ1.5 x 15 mm balloon. We introduced runthrough hypercoate wire to
LCX and we check the LM by IVUS.
We repeated balloon angioplasty with Tazuna 2.5 x 15 mm in middle LCX followed
by DES (Xience Prime 2.5 x 18 mm) placed.
We performed SKS in distal LM to LAD and LCX (Xience Prime 3.5 x 18 mm in
LCX, 3.5 x 23 mm in LAD)
The LVG showed good LVEF.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASTCTAP C-074
Kinds of Dilemmas Dealed with Optimal Strategies - Provisional T-stenting in a
Left Main Distal Bifurcation Lesion with Complex Coronary Anatomy Including
Severe Tortuosity and Calciﬁcation
Tao Yin, Chengxiang Li
Xijing Hospital, China
[Clinical Information]
Patient initials or identiﬁer number:
X. Q. F.
Relevant clinical history and physical exam:
77 years old, female
Chief complaint: Chest distress for 3 months, worse since 3 days ago
PE: Normal
Relevant test results prior to catheterization:
ECG: ST-T changes in anterior leads
UCG: left ventricular diastolic dysfunction, decreased motion in anteroseptal wall, EF
50%
cTnl: (-)
Relevant catheterization ﬁndings:
RCA: proximal, middle 80%-90%
LCX: proximal 99%, middle 30%, distal 80%, OM1 90%, OM2 60%
LAD: proximal 50%, middle distal 70%-80%, D1 80%
Multivessel coronary artery disease
Relative small RCA
Severe tortuosity and calciﬁcation in both RCA and LCA
Very short left main trunk
[Interventional Management]
Procedural step:
None of EBU 3.0, 3.5, 3.75 can be engaged well via transradial access.
Change to transradial access rather than other types of guiding catheters.
Left main (LM) bifurcation can not be viewed clearly through routine projection
angles.
LAO 15 CAU 35 was screened to be the optimal projection for the proximal lesion
in LCX.
Which revascularization strategy should be chosen, PCI or CABG, complete revas-
cularization (CR) or incomplete revascularization (ICR), singe or two-stent for LM
bifurcation?
The patient preferred PCI over CABG after angiography in primary hospital, which
can not be done there, and so she was transferred to Xijing hospital.
ICR was decided based on the very complex coronary lesion and characteristic of the
patient.
Single-stent is prior to two-stent even in LM distal bifurcation according to the recent
study of Park SJ el al from Asan Medical Center.
EBU3.5 guiding catheter and BMW guidewire were used, with rotational atherectomy
standby.
Lesion in LCX proximal was predilated with a 3.5mm6mm cutting balloon @ 12-
14atm.
5.0mm12mm DES was deployed in LM-LCX @ 9atm with stent proximal post-
dilatation @ 14atm.
The stent was postdilated with a 4.5mm15mm non-compliant balloon @ 24atm.
The LAD ostium seems to be compromised after the cross-over technique. How to
treat it?
Two-stent strategy should be considered carefully, since it will increase the risk of this
procedure signiﬁcantly due to the stent in LM and severe calciﬁcation.
According to another study of Park SJ el al from Asan Medical Center, functional
assessment with post-stenting FFR is needed to determine how to treat the angio-
graphically-jailed side branch, and angiographic or IVUS based decision making may
frequently lead to unnecessary procedures.
FFR was measured in LAD, and provisional T-stenting had to be adopted since the
value was 0.72.E/Bifurcation and Left Main Stenting S111
